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Abstract: For decades, design and medical research have been courting with varying
levels of success. Much has been written about the potential of combining design
methodologies and medical research in transdisciplinary collaborations (Chauhan et
al., 2021; Mishra et al., 2021). The translation of this collaboration from promise to
practice can be difficult. Partnerships between design and medical research face differences regarding how knowledge is produced, exchanged, funded, supported, and
deemed successful (Groeneveld et al., 2018). Like any relationship, the two must negotiate hierarchical norms, inharmonious timeframes, and distinctive values. This conversation led to a robust exchange with designers and researchers who have been attempting to forge this marriage between design and healthcare practices. Our transdisciplinary team's experience blending design and medical research to address the
American opioid crisis served as a springboard to a more general exchange, surfacing
better practices for deeper collaboration between scientists and designers.
Keywords: collaboration; healthcare; translational practices; design research; ethics

1. Set-up: Context of conversation
The cost of healthcare in the United States makes up 19.7% of the gross domestic product
(National Health Expenditure Data: Historical, 2021), the highest in the world, yet the quality
of healthcare in the United States rates last in comparison to 11 other high income countries
in a recent analysis completed by the Commonwealth Fund (Schneider, E., 2021). Academic
medical centers are teeming with brilliant researchers, physicians, nurses, and other professionals, all with their own professional research societies, tracks, formats, and journals.
However, the amount of time it takes for medical research to be translated into action that
benefits the patient is 10+ years, if it reaches the patient at all (Munro C. & Savel R., 2016).
Design practices and methodologies have been put forward as useful tools to apply in settings such as healthcare (Boyer, B. et. al, 2011). They have the ability to surface new insights,
make visible and challenge long standing assumptions, and communicate new knowledge
that cuts across silos. Although many designers work and operate in these settings, there is
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still a lot to learn about how these approaches can or should be implemented to realize their
full potential (Andrawes, L. et.al. 2021). What are the benefits to patients and society as a
whole of incorporating design research principles into medical research design? If there is
synergy between medical and design research, would it expedite the timeline of study to action? Are there elements of medical research that would benefit from design research, specifically related to care and protection of participants in the design of research itself?

Figure 1. A snapshot of the group of conversationalists for this session.

1.1 About the facilitators
MainstayRI was created during a Hackathon in 2019 aimed at developing novel ways to reduce the devastating impact of the overdose crisis in Rhode Island USA. Grouped together
by chance, our team includes a journalist, designer, community organizer, registered nurse,
and public health researcher. After winning the hackathon, our team continued to meet on a
voluntary basis at Rhode Island School of Design’s Center for Complexity studio. We are a
small think tank and advocacy group working to redesign the environments of care for people impacted by the overdose crisis. We conduct research, provide educational training, design interventions, and partner with local community organizations to support their work.

1.2 (Re)Design of the conversation: Inquiry over solutions
The heart of the MainstayRI team’s practice might best be described as conversational collaboration. Core to our practice, we design with context in mind, tailored to specific audiences and circumstances. For this conference, we planned for a variety of scenarios depending on how many participants attended virtually and in-person. Our initial design was to collect insights through structured activity to accommodate a large number of participants convening in parallel.
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Our team had the advantage of hosting this conversation on the third day of the conference.
This provided us the opportunity to learn about this year’s conference attendees, the topics
being discussed, and how our conversation could be integrated. We heard from many attendees that they wanted to learn from others and share experiences — one of the main
reasons our team attended the conference as well.
With this insight, we revised our design away from the development of solutions. Rather, we
invited conversationalists to discuss the fundamental challenges and opportunities that design and medical science collaborations navigate. We opted for a format that enabled this
exchange of knowledge by inviting participants to share examples of attempted strategies in
their own work, reflect on successes and challenges including the reasons behind them and
how these experiences shaped transdisciplinary collaborations.
We encouraged this mindset through the design of the physical space, communicating explicit goals and ground rules, and modeling it with the format. This led to an intimate and engaged conversation.

1.3 Laying the foundation for a robust conversation
Space Planning: Embodying an ethos in a room.
We structured the space ‘in the round’ (Boyer et al., 2011) with chairs in a circular formation
(figure 2).

Figure 2. In the round conversation
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This formation enables a more inclusive interchange. It dampens the hierarchy that is set
when facilitators are positioned in the front of a room with people sitting in rows facing
them. It allows conversationalists to see one another, diminishes the prevalence of “leaders”
or “experts,” and more easily invites participation from all.
One challenge to this layout was the inclusion of our remote facilitator and the potential of
remote participants. We elected to arrange the facilitator’s laptop between our two in-person facilitators, to allow them to manage aiming the camera, etc. This maintained the same
basic dynamic. We have not yet cracked the problems of a hybrid conversion. Had we been
graced with external participants, we would have run the online session in parallel.
Goals and Ground Rules: Explicitly setting shared purpose.
We find it valuable to begin with introductions, laying out clear goals, and establishing
ground rules. This sets clear expectations, makes explicit how we want to be in relationship
with one another, and begins to build connection and trust amongst the group.
When we have a longer time with participants, we will devote time to co-creating rules to
build a sense of collective ownership — people are much more likely to honor the ground
rules if they had a hand in creating them. In this case, we offered a short list of goals and
rules with explanatory commentary before moving into the discussion. Even so, participants
remarked that the ground rules helped improve the experience.
The Conversation Goals:
1. Have a robust conversation.
2. Learn from one another about how other design researchers have successfully
collaborated with healthcare professionals to change healthcare in a positive
way.
3. Exchange practical experiences.
The Conversation Ground Rules:
1. This is not a vent chamber. It is a place of curiosity. We wanted to steer the
exchange away from commiseration about difficulties and towards an exchange of insight.
2. Question respectfully. We wanted to encourage exploration of differences
through curiosity rather than critique.
3. Manage how much time you speak. We find it helpful to remind people that
each participant should be speaking for about 1/n of the time where n is the
number of participants.
4. Invite others to speak. We wanted to reinforce the idea that this is a conversation that goes best if we share the floor and that participants could speak
amongst themselves.
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Format: Vignettes model and encourage exchange.
We structured the conversation with three narrative vignettes from our work, each one ending with prompting questions to open into a general discussion. In offering our experiences,
we illustrated the challenges, strategies, and questions we have faced in our own work. This
modeled for participants the kind of ‘bottom-up’ responses we were hoping to hear from
them. This was a way of grounding the conversation in specific reality and local context rather than grand declarations and abstract theory. In our work, we regularly use ‘sacrificial
artifacts’ — offering one idea/concept to get to another better idea/concept. These vignettes were our sacrificial artifacts. We offered our experiences as a way to invite others to
share theirs.

2. Conversation and reflections
2.1 Vignette 1: How do medical professionals and design researchers
successfully work together?
Led by Leigh Hubbard, Registered Nurse. Core themes: Exploring the potential risk and
mismatch between medical and design practices related to 1. concepts of revision and
iterative processes; 2. expectations around time; 3. difficulty imagining possibilities
due to inherent risk related to error/failure.

Design and medicine are vastly different professions. Through a desire and need to innovate,
improve, streamline, and communicate, the two professions connect at times and in ways
that have the potential to be highly synergistic. Factors that threaten the development of
that relationship boil down to a mismatch in expectations and understanding. In my personal experience as a registered nurse collaborating with designers I found this to be true,
difficult, but ultimately worth the exploration. Specifically, the iterative process, time usage/management, and the ability to dream without fear of failure were the three main
themes of my own struggles that I hoped to explore during the DRS conversation.
In healthcare, the frequent revision of objects, processes, or environments has consequences, like a disruption to patient access to care, intensive personnel retraining, and potential harm to patients. Because medical research is designed to be executed methodologically and predictably, with each step carefully thought through at the outset, frequent revisions to processes may mean pausing research momentum to submit additional paperwork
to the Institutional Review Board (IRB), delaying and potentially stalling progress. Ultimately,
the purpose of this rigidity (inherent in healthcare research) is to keep people safe from alterations in care that have not been studied and shown to be beneficial or, at minimum, not
harmful.
Additionally, time is scarce among medical professionals that are 100% clinical or who balance clinical and research functions. Given that patients and the delivery of healthcare take
precedence, meetings within the medical space are usually short and tightly structured, leaving little room for open thought or discussion. It is commonplace to begin a meeting at exactly the time it is supposed to start, even if key members are not present. Agendas may
have a new item planned for every ten to fifteen minutes. Frequently the phrase, “we will
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take that offline,” is uttered, because further discussion is not budgeted with the larger
group. This time scarcity is also an effort to maximize efficiency, get people back to the bedside or the clinic, and to prevent patients from waiting, increasing their access to providers.
This lack of time to dig in, discuss, dream, and design is a product of the intense amount of
direct patient care that providers, registered nurses, and others must do in order to maintain
the health of the community. Meeting time is not billable and is viewed by some as extravagant, something that many healthcare providers cannot afford to offer and give.
These two factors, the built-in rigidity related to process and product revision (to maintain
patient safety and medical rigor) and the scarcity of time available within healthcare structures, result in fear and unwillingness among medical practitioners to dedicate time to the
creative process that involves dreaming, creating, and considering future states. Many cannot embrace the concept of change without a detailed, vetted, and evidence-supported
plan. Because of these differences, tension may be experienced when on-boarding medical
professionals to a design process, or vice versa.
As a clinical registered nurse entering a partnership with designers, there was a learning
curve that occurred as I acclimated to a different approach. This included spending free time
exploring and questioning, learning new concepts, and the freedom to consider possibilities
that seemed absurd but, with robust discussion, lended themselves to the further development of interesting questions or insights advancing the work.

Figure 3. Left image is an Institutional Review Board research application; Right image is a prototype
of a drawing board to use with research participants about their experience in different care
spaces. These images represent merging science and design methods in transdisciplinary
collaborations.
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Questions to guide the conversation:
• How have you managed different expectations between medical professionals
and design researchers? In general, then specifically related to:
o

Using Artifacts - Objects that help center the group psychologically
that mere discussion cannot. Ie. interactive prototypes or models to
augment verbal descriptions and linear notes.

o

Iterative versus permanence - The freedom to create initial and subsequent renderings/visuals that are incomplete, invite critique, and
revision versus delaying presentation until a concept is in a final
stage.

o

Time Frames - Rigid scheduling: A 60 minute meeting within a
healthcare setting is usually marked in 5-10 minute increments and
must end with an action item or decision being rendered. Flexible
scheduling: allotting fewer agenda items or more time allowed for a
group to ‘sit’ with concepts, actively listen, and return to concepts
previously discussed should ideas arise.

“The process of design and iteration seemed long to my biologist collaborators. So I
created a toolkit booklet to help them understand the process, where we are, and why
we are changing the plan. I think in this way creating tools like this can be helpful for
mediating transdisciplinary collaborations” - Carla Molins Pitarch

Carla’s experience aligned with our own, and her solution was quite effective with her team.
Her toolkit helped to set the foundation for what work will be like, to build trust, set expectations, and describe the value of having design research involved. Others voiced challenges
gaining clinical buy-in and the group brainstormed developing a crash-course in design theory to present prior to the commencement of collaborative work. In doing so, there may be
more appreciation and proclivity for working in emergent and responsive ways, opening up
and challenging existing systems, and engaging in iterative practices from providers.
“We struggle to understand how to write about our work [designing artifacts with
health patients]. That’s a tension I’m sure others can empathize with. I want to bring
this research to the design community, but I can only publish in these “types of journals”, I can only write in “this type of way”, so there is this tension that we speak different languages. How do we share what we’ve learned, and which world are we sharing this? We haven’t resolved this.” - Lesley-Ann Noel
“The challenge of ownership is a big question. I have been exploring how in early collaborations we can make sure everyone involved feels like they own the problem, or
else they are not motivated.” - Sander Valk

Lesley-Ann and Sander’s experience and insights were valuable, and a theme that we (the
facilitators) heard during other discussions at the conference. Ownership is a question many
struggle to resolve. This insight led us back into the concept of setting expectations early, de-
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fining roles, and understanding designers in these collaborations not as subject matter experts but as process experts. The group dug in briefly to the challenge of ownership at the
conclusion and publication of a project. Leigh offered that some medical specialties are open
to invite non-members to publish within their space. Nursing, for example, welcomes interdisciplinary collaboration with physical therapy, medicine, social work, public health, and designers, especially if the invitation is reciprocated.
“The key is building a relationship of trust” - Carla Molins Pitarch
“The words we use when we [collaborate in transdisciplinary teams] together are 1.respect 2.responsibility 3.learning and 4.joy” - Rachel Coope

Clinical buy-in, trust, and understanding roles were recurrent themes during Vignette 1. Said
differently, designers augment the conversation, provide unique perspectives, probe with
questions, and frame their work as ongoing learning instead of work as done. This is valuable, but only if there is a foundation of understanding, trust, and belief in the value added.
“We’ve been talking about our health collaborators, but if we focus on the design side,
where do we need to convince our design colleagues that certain things are important?” (This was in reflection to designers getting skittish and fearful when things
gets personal or controversial in our work and to perhaps lean into that rather than
back away from it) – Cecilia Landa-Avila

The participants appreciated the insight provided by Leigh related to the core differences in
education, healthcare practice, and the implications inherent to design that are poorly tolerated in the healthcare system. They voiced having a better understanding of the risk related
to revisions (human, safety/ training of staff, etc.) having participated in this conversation.
This also raised questions and provided a perfect segue into the next vignette, related to
ethical research practices.

2.2 Vignette 2: How do designers navigate ethical research practices?
Led by Toban Shadlyn, Strategic Designer. Core Themes: mechanisms for ethical practices, ethical review boards, the risk of design research when interacting with at-risk
populations, the challenges of developing rigorous yet flexible and humane design research approaches.

There are systems in place for designers and medical health researchers to ensure research
is conducted ethically and safely. One such example is institutional or ethical review boards.
But are these sorts of disciplinary oversight mechanisms appropriately suited for the task?
These systems exist to protect human subjects from harmful or extractive practices. They
operate as a compliance mechanism to ensure researchers follow set guidelines, and they
signal a level of legitimacy to the science and design community once research is approved
and published. These are important factors. However, in the pursuit of minimizing risks, the
requirements of these structures – intentionally or unintentionally – can diminish the ability
for researchers to bring their full humanity into the process.
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Review boards require researchers to design their protocols and submit for review (with the
hopes it is approved) before the project begins. Any changes or deviations to the original
protocols once the research is initiated must be once again submitted for review and await
approval. This can be a very slow and rigid process – antithetical to an emergent, iterative
design process – and limiting when engaging in something as fluid as conversation and exploration.
In our team's research exploring the experience of care spaces for people who use drugs and
care workers, we undertook an IRB approval process to conduct a series of interviews (figure
4). Our team was interested in designing the interview protocols with as much flexibility as
possible to ensure we could respond appropriately and with care, to participants sharing
sensitive and personal experiences. We invited experienced health researchers to vet our
protocols and interview questions before submitting for IRB approval to find the right balance between aligning with research guidelines and maintaining an agile process we knew
these conversations would require. What resulted was a protocol that biased towards ‘how
to get this approved by IRB’ over ‘how to make this better, more humane and compassionate’. In conversation with health researchers, they shared with us the sorts of acrobatics
they perform to balance this tension, often viewing IRB as an obstacle rather than a tool.
During our research interviews, we experienced first hand the constraints that such protocols can place on researchers' ability to respond to different needs. We felt restricted in applying learnings or improving our protocols from one interview to the next as changes to our
preset protocol would require engaging in another round of review by the IRB. This kind of
oversight and process for conducting research, albeit important, can be rigid and sometimes
falls short when confronted with reality. Our team is interested in exploring how these kinds
of systems can be improved, and as a result improve research, process, and transdisciplinary
collaborations.
For all the benefits and limitations of systems such as ethical review boards, the medical science field requires training and education for researchers, whereas currently in the US, the
field of design does not require or, sometimes, even offer an equivalent (Sgarro, 2018). As
more designers engage with people in research and become more attuned to ethical responsibility, what kinds of training, education, and systems need to be in place for practitioners
to conduct ethical research?
Questions to guide the conversation:
• What are the ways that you have seen or experienced merging design methods
with science – and vice versa – that benefit the practitioners, the disciplines,
the system, and health outcomes?
• What kinds of design research practices could or should be applied in scientific
and medical research? Why? When? And how?
• What has your experience been in learning another discipline's language, system, culture, values, norms?
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Figure 4. Interview recruitment posters designed by MainstayRI.

The conversation rallied around two key themes following this vignette — ethics and systems.
The first focused on ‘ethics’ being a central role in a designer’s practice. Participants commented on the fact that designers spend copious amounts of time learning and practicing
different methods like user journey or stakeholder mapping, cultural probes, prototyping,
and ideation, but that this is often devoid of ethical considerations.
“We as designers learn about ethics way too late. As we consider design research
methods through the lens of ethics, it may be that we also can no longer approve the
kind of methods we use in design research – which can be quite invasive.” – LesleyAnn Noel

“Design institutions and designers are learning about ethics from the social sciences as
they have been doing it for a long time. But we need people from the design discipline
to help translate. We need to better understand the rigor and safety and identify the
risk of design methods and put safety barriers around that. But we have to also influence the ethics philosophy and the systems of approval so that we can do things like
open questions and open exploration.” – Rachel Cooper

If this group and this conference are any indication, we are seeing a growing attention
amongst designers to connect their methods to conversations and questions of ethics. As
Lesley-Ann and Rachel pointed out, as we fold ethics more into design it will require designers to confront, question, revise, and reconceive our methods. The next question for us to
consider then is how, where, and when is research ethics introduced to designers?
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The second key theme focused on what kinds of ‘systems’ could or should support ethical
practices in design and scientific research. The group shared personal experiences they have
had with navigating existing systems such as ethical and institutional review boards to reflect
on what’s working and where limitations exist.
“We can learn a lot from these [ethical/institutional] review boards, for example
around ‘process’. It forces designers to talk about our process and the rationale behind
why we are doing something. Designers should be able to answer that.” – Weston Baxter

As a forcing mechanism, IRBs require designers to put pen to paper and make explicit our intentions in research. However, not all design research requires or necessitates review by
ethical review boards. For these kinds of research engagements, there may be no formal
oversight or safety mechanism in place requiring designers to describe – or even be made
aware of – how their research practices might unintentionally do harm to the people, organizations, and settings they are engaging with. Systems such as institutional or ethical review
boards have their shortcomings as well.
“The IRB is not an ethics approval mechanism, it’s a compliance and institutional/reputational risk function. Therefore we as designers need to be ethical regardless of what
systems are or aren’t in place. Don’t let these systems get in the way of the work we
are doing and doing it ethically”. – Weston Baxter

Even if different systems exist to ensure designers conduct research ethically, there are also
limitations to designers being the ones to conduct certain research functions altogether. For
example, in our vignette we shared our experience of speaking with people who use drugs.
When engaging with marginalized populations, as designers we may not share these experiences, and it can be difficult for us to provide the kind of support needed in these interactions. Ethics and research training can be limiting here as it will never equate to shared lived
experience. As a result of this, the answer should not default to “don’t engage in research,”
but rather finding other ways to ensure research can be done ethically and with care for
both the researchers and the participants.
“When we are engaging with people, especially around topics of trauma, we have
team members with lived experience on our research team, so that when conversations around trauma come up it is not the designers role to figure out how to respond,
which inherently won’t be an adequate response, there is someone on the team able
to facilitate the response and provide genuine support. The designer also feels supported in this way too and it avoids producing harm.” – Nadia Beyzaei

These kinds of interventions – ie. designing the research team – offer an example for how to
conduct research more ethically. Another provocation offered by the group was to expand
our focus from improving the process and systems during the research process to include
post research. The research does not end when the interview ends.
“It is possible to have ethic review boards that insist on flexibility and adaptability during the research process. The research I have been doing around people with learning
disabilities, the ethics review board is interested in us making sure we can manage the

11

Toban Shadlyn, Leigh Hubbard, Tim Maly, Hannah Dalglish

risks during AND after. This means that we also design a follow up process after the
engagement.” – Ana Correia de Barros

2.3 Vignette 3: How do we measure impact and success in these collaborations?
Led by Tim Maly, Writer and Design Critic. Core Themes: What is success? What is considered impact? Where is the satisfaction?

As we look back on our three years together, we have not yet opened Mainstay. It doesn't
exist. It's not even close to existing. So what have we done? We offer some examples (figure
5) to suggest two different kinds of outcomes or impact.

Figure 5. A selection of interim outcomes from the MainstayRI project, left to right: conceptual illustration, strategic design studio report, amended regulation, educational materials, metrics
used by the COBRE on Opioids & Overdose.

The first type of impact comes out of interim work and sharing what we've learned so far.
We've used precedent research, spatial analysis, and other tools to help ourselves better understand the nature of the overdose crisis. By packaging what we've learned for ourselves,
we can share with people working closer to the problem. We can accelerate their thinking by
offering them examples of how people in other parts of the world have already approached
these challenges.
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Most examples fall into this category and include curriculum development and program implementation, based in a "MainstayRI" mindset. We have also run strategic design workshops which allowed deeper exploration into these topics by non-design practitioners. These
activities can offer frameworks or provide an environment where different questions can be
explored. Through these offerings, people think differently about the decisions that they
need to make or the position they take as they address the overdose crisis.
The second type of impact has shown up in our participation in the process. Our members
have volunteered our time putting together and distributing fentanyl drug testing kits at
non-profit organizations. We have assumed the role of docent at safe injection site exhibitions. Some members of our team participated in public planning meetings where the regulations that would govern the first harm reduction centers in Rhode Island were debated.
We made suggestions that were considered and ultimately accepted. These anonymous contributions will never be measured, but the regulations are better because we were there,
and we were there because of our design-medicine collaborative relationship.
Despite these impacts, it is challenging to consider these as “successes” given that the number of deaths by drug overdose has not been affected. Some impacts, while professionally
satisfying, are hard to measure and disseminate to others. In both medicine and design research, the main currencies to measure impact or success are publications and grant funding. Anecdotally, people working in research are painfully aware of the gap between research and impact, but they live inside this structure and need it to continue their career,
and obtain additional funding. This, coupled with the generation-scale average translation
time from research to practice, yields design researchers and medical professionals that find
little tangible impact from their work.
Questions to guide the conversation:
• How can design play a role in closing the gap between scientific research and
application of best practices in health care?
• How do you think about success when there is a weak causal link between effort and outcome?
• Have you found any unusual or improved metrics for impact?
• How do you evaluate progress mid-process?
In conversation, we struggled to escape the publication model. It is such an important part
of the creation and circulation of knowledge. Sometimes a research paper that is widely distributed and read is successful if it leads to further funding opportunities or replicability and
feasibility somewhere else. The publication itself is not the measure of success, but the potential visibility or access to it could be impactful. However, if left at just that it may be a
more hopeful impact rather than perhaps a measured one.
“As academics, we do need to publish, and we can publish our work or the messaging
in many different ways to get the most impact. Our medical science or science research colleagues are very constrained by the need to publish in high impact journals.
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Designers may have more freedom in deciding where and to whom to publish with.”
– Lesley-Ann Noel

The possibility of widening the arena of what kind of publication “counts” is an exciting one.
What is left unknown is how many people see or read the publication and what happens
when people read it? What’s missing is a way to measure or capture the potential impact.
“I ask the question, who is the impact for? I want my research to get to the street but
sometimes I feel that if I spend all my energy working on certain scientific publications
the work will just sit within academia and not reach the people I want it to reach.
There is a problem sometimes with who is deciding what is the impact and what is important.” – Carla Molins Pitarch
“I like to use theory of change – what’s the causal chain of events that is going to lead
to certain desired outcomes – as a useful framework for evaluating progress mid-process. Where are we in that theory of change? If my work is part of this longer trajectory, I can just look at the metric in the next step. Break it down, and attach measurements to those smaller next steps.” – Weston Baxter

Although the group did not spend much time articulating how we individually or collectively
define impact, we did discuss other ways of considering impact, including presenting at conferences, connecting with others working on similar challenges, and building coalitions and
momentums across geography. Participants longed for greater meaning in their work than
just the papers.
The recommendations also included not limiting ourselves and the work to the field of design or to the specific area of focus. Participants encouraged one another to find ways to leverage knowledge through community activism, political activism, attending meetings and
sharing information, raising voice to a challenge.
“A major area of impact that we overlook is understanding how our learnings from one
application can be made into general knowledge and applied in a different space. Ie.
how can our learnings translate across, in addition to looking at impact within the
space that an intervention was deployed?” - Weston Baxter

The group also discussed the kinds of value systems that are in play within the field of science and design, challenging notions of what is considered “good” (good research, good evidence etc.) that need to be addressed when engaging in transdisciplinary collaborations.
“How can design enhance medical systems of knowledge? What qualifies as ‘good research?’ The challenge I found is in the value systems set up in science around what
constitutes ‘valued’ research like clinical trials being considered the holy grail and at
the top of the value pyramid, and qualitative research being at the bottom. This is at
odds with design values. This is a bigger challenge to address around the different
frameworks for what we consider good knowledge or better knowledge.” - Nadia
Beyzaei

For anyone interested in designing in systems, the painful distance between action and outcome remains a pressing challenge. If we cannot tell whether our efforts are effecting improvement, it is difficult to evaluate and learn. In turn, it is difficult to properly align short
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term incentives with long term impact. This seems like a promising topic for further investigation.

3. Reflection on Conversation
The conversation, which included 20 participants, was small and intimate. Most people in
the conversation had experience working with or in the medical science space. This enabled
the group to quickly initiate a lively discussion about personal, practical experiences. Participants provided feedback after the session expressing appreciation for the setup – sitting in
the round – and the setting of expectations at the beginning. They felt this enabled the
group to feel comfortable contributing to the conversation.
The 90 minutes allotted for this session was not nearly enough time to deeply explore any of
these complex topics, we merely scratched the surface. Even so, the shared challenges, experiences, and ideas expressed by the convenors, signaled the relevance of design and
health collaborations to be an important and emerging one. As design research continues to
evolve and formalize through conferences, publications, and education, we suspect the area
of design and health to continue to grow as well.
One of the clear messages that came from this discussion was the interest amongst the convenors for continuing this conversation. In addition to sharing the conversation notes, slide
deck, and this paper (once published), our team intends to organize further dialogue and
continue to build a community of practice with participants from the conversation and beyond. We are particularly interested in thinking through: training practicing medical personnel in design mindsets; how design research ethics oversight should be similar to or divergent from medical research review boards; and evaluating impact when causal chains are
unclear.
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